Access to healthcare has long been a topical issue in developing countries, in which healthcare services are often underprovided, of low quality and too costly for a large proportion of the population. In recent years, as an increasing number of low and middle-income countries have taken significant steps to address this issue, the idea of universal health coverage (UHC) has gained traction among policymakers, advocates and citizens. For its proponents, UHC is a crucial tool to balance inequities in access to healthcare in developing countries, as it ensures the removal of financial barriers and reduces overall healthcare costs by pooling a large base of users. Key international institutions such as the World Health Organization (WHO) and the United Nations (UN) have embraced the UHC reform agenda, repeatedly referring to access to healthcare as a human right, and to UHC as a requisite to fulfill this right in developing countries. 1 The literature on UHC has long been dominated by policyoriented approaches and health economics. Studies of UHC reform typically tackle some technical aspect of policy design; for example, how best to finance UHC plans or gradually expand health system capacity, or they assess policy impacts on outcomes such as healthcare utilization, out-of-pocket expenditures and health indicators. 2 The result is that this literature focuses on policy prescription rather than explanation of reform adoption, and that it often presents a view of UHC as a consensual, technical project. 3 Yet reforming health systems to include a large number of previously excluded citizens is, of course, an eminently political and potentially contentious issue, as it is a question of economic redistribution and because it requires substantial fiscal resources.
While most studies of UHC do not delve into the politics of reform adoption, some exceptions, and a larger comparative literature on social policy in developing countries, have identified a few key determinants of social policy expansion. A first group of explanations studies the role of leftist political parties in expanding health coverage. 4 From this perspective, UHC policies are more likely to be adopted when ruling political elites are supportive of economic redistribution because of their partisan and ideological orientations. While this framework was developed from the experience of welfare state expansion in the West, some support has been found for other world regions. 5 A second approach focuses on voter-politician linkages in the developing world, and argues that the clientelistic relationships that often dominate politics in new democracies impede the provision of broad-based social services. 6 In many young democracies, leftist programmatic parties are absent, and clientelistic politics entails the provision of selective benefits conditional on political support rather than universalistic social programmes. Finally, a third perspective analyzes institutional change, and regime change in particular. From this angle, the establishment of democratic institutions is a key determinant of the expansion of social safety nets in low and middleincome countries. 7 Democratization often increases opportunities for political participation and contestation, and increased accountability can lead to the adoption of polices that more closely mirror the preferences of a large share of the electorate. 8 A common feature of studies on the determinants of UHC emergence in developing countries is that they all focus on national governments. To be sure, this is a sensible research strategy, as the huge resources needed for such transformative social programmes can typically only be mustered by national authorities, especially in developing countries where institutional capacity at the local level is often weak. However, in this article I adopt a different perspective, one that focuses on the role of local government in supporting and facilitating UHC in low and middle-income countries. I study the case of health politics in Indonesia -a country that is currently implementing a road map to reach UHC in 2019 -to show that local government can be an important and active player in the reform process, rather than just an implementer of policies designed by national policymakers. In Indonesia, a decentralized and highly diverse young democracy, local governments acquired substantial policy powers with decentralization reforms implemented shortly after the fall of President Suharto's authoritarian New Order regime in 1998. Interestingly, despite the dominance of patronage politics and clientelism in many Indonesian regions, 9 some districts and provinces used these new powers to experiment with various innovative health policies, and some of them reached UHC within their jurisdictions as early as 2009. These developments helped put the issue of UHC on the agenda of national policymakers, and provided a range of policy templates and case histories that informed successive national programmes. This suggests that local governments may be important agents of change in large, decentralized developing countries such as Indonesia.
The remainder of this article proceeds as follows. I first review the literature on health reform in low and middle-income countries, thereby situating the Indonesian case in the comparative literature on social policy in the developing world. I then introduce the empirical setting with a brief history of healthcare reform in Indonesia, a process of gradual extension of health benefits to increasingly large sectors of the population. Following this, I switch the focus to local government, first by tracing the process of its involvement and activism in reforming Indonesia's health systems, and then by analyzing two key factors that allowed such activism. First, decentralization reforms provided the institutional and fiscal foundations for a more assertive role of local government in health policy, and transformed the politics of health into an arena where national and local governments interact to shape policy outcomes. Second, decentralization and democratization changed the incentives for local politicians to provide broad-based social services. I conclude the paper by discussing the limitations and the significance of the findings.
Explaining Healthcare Reform in the Developing World
In many low and middle-income countries, access to healthcare is a highly salient issue. At some point in their history, developing countries in which economic growth underpins sustained socioeconomic development face the crucial issue of reforming their health systems to include large numbers of previously excluded users. The timing of the adoption of such reforms, however, has varied considerably, and so have the health policy outcomes in terms of social groups included in the system, health services covered, financing mechanisms, the role of the private sector and so forth. Such cross-country variation has provided the empirical background for a burgeoning comparative literature exploring various factors related to the adoption and the design of redistributive politics such as healthcare reform.
A first explanation in the literature -informed by the trajectory of welfare state development in the West -points to the role of the political left to explain the emergence of redistributive social policies.
10 Leftist parties with an ideological inclination for pro-poor policies are stronger in some countries than in others, and this could explain the variation in outcomes such as reform adoption and the generosity and inclusiveness of the benefits provided. Classbased mobilization and "left power", or the degree to which leftist political actors are prominent, have been shown to be an important determinant of redistribution and social policy in the developing world, for example in Latin America and South Asia. 11 Related work on Latin American politics has refined this framework by investigating differences across leftist parties, showing that factors such as their ideology, degree of institutionalization and linkages to key stakeholders in society are crucial in explaining social policy outcomes and the emergence of UHC in particular. 12 As for Indonesia, however, explanations based on the power of the left are unable to account for the substantial expansion of social security programmes observed in recent years, as leftist parties have been absent from the political landscape since the brutal repression of the political left in 1965-66, and because labour unions remain weak. 13 Second, in many low-and middle-income countries, politics is dominated by clientelistic relationships, and such linkages between politicians and voters provide informal social safety nets.
14 From this perspective, the incidence of clientelism may be a key reason why government fails to provide broad-based social services such as universal health insurance policies. 15 When patronage is an effective strategy to win votes, politicians have little incentive to gain a reputation as "reformers", 16 and are thus reluctant to adopt policies that benefit a large proportion of the population. For example, Kurt Weyland uses the case of Brazil in the 1990s to argue that entrenched clientelistic networks impeded the emergence of the comprehensive healthcare reform advocated by grassroots organizations. 17 Some research has also observed that the demand for clientelistic relationships may be higher in regions with high levels of poverty, as voters respond more strongly to the provision of selective benefits and electoral strategies based on materialistic exchanges. 18 Again, the Indonesian case is hard to explain using this analytical approach. While there is a deep-rooted ideological cleavage between secularist and Islamic parties in Indonesia, 19 this distinction does not correspond to differences in social policy platforms across parties. More broadly, identifying "programmatic" parties in Indonesia is problematic, as all parties alike are known to engage extensively in clientelistic practices, corruption and patronage politics. 20 A third approach focuses on the connection between institutions and policy, and in particular on the effect of democratization on social policy outcomes. 21 With some exceptions, research in this tradition has identified the beneficial effects of democratization on the provision of social services, showing that democratic institutions are associated with higher levels of health and social welfare. 22 As for the specific mechanisms through which democratization facilitates the expansion of welfare state institutions, the literature offers different perspectives. Some scholars emphasize the importance of participation and bottom-up pressures, 23 while others argue that incentives for political elites are the key factor, 24 and yet some others focus on specific actors such as advocacy and policy networks. 25 Although some have observed the nexus between democratization and policy is more complex than commonly assumed, 26 this approach has found empirical support in Asian cases such as South Korea and Taiwan. 27 At first glance, Indonesia appears as a typical example of the connection between democratization and increased health policy spending, as major initiatives to expand access to healthcare were launched only a few years after the downfall of the New Order regime. 28 However, regime change alone is not sufficient to account for the process through which UHC emerged as a key policy goal in Indonesia. A distinctive feature of democratization in Indonesia is that the breakdown of authoritarianism has been coupled with a radical project of decentralization, in which local governments have acquired substantial policy powers in various fields, including healthcare. While foundational, large-scale national programmes were instrumental in expanding access to healthcare in democratic Indonesia, decentralized governance has allowed Indonesian regions to play an important role in this process. First, local governments were pivotal in implementing national health insurance programmes. Second, some districts, cities and provinces used their newly acquired prerogatives to pioneer policies offering free healthcare to low-income citizens and, in some cases, to all residents in their jurisdiction. I document in the next sections how such developments in Indonesian regions informed policy plans for UHC at the national level, and more broadly how decentralization reforms changed policymaking and centre-periphery relations in this policy area.
Indonesia's Healthcare: From Selective Benefits to Universalism
Indonesia is currently following an ambitious plan to build a more inclusive and effective health system. In early 2014, as the end of the Yudhoyono presidency was approaching, the national government launched a programme called Jaminan Kesehatan Nasional ( JKS), or National Health Insurance. This programme is gradually expanding access to healthcare among Indonesians through a system that provides subsidized health insurance scheme for the very poor and a contributory scheme for the rest, and it is set to achieve UHC in 2019 -at which point Indonesia should become the largest single-payer healthcare system in the world. As with many low and middle-income countries, the adoption of UHC policies in Indonesia is the result of a long historical process through which increasingly large segments of the population have been gradually incorporated into the health system.
The foundational policies in this area were designed during the years of Guided Democracy under President Sukarno, with the introduction of two social security programmes for civil servants in 1963 and their extension to workers in the private formal sector in 1964. 29 However, it was during the New Order that these programmes were revamped and consolidated at various stages. A major restructuring of social policy took place in the mid-1990s, when several existing schemes were merged into JAMSOSTEK, a social security programme that included coverage for some healthcare expenses, work accidents, a savings programme and death benefits. While these schemes included only a small share of the Indonesian population -namely those employed in the civil service, the military and the formal sector -lower-income Indonesians benefited from other health policies implemented under authoritarianism. Perhaps most importantly, the number of Puskesmas, local clinics used mostly by the poor and providing basic healthcare services at low cost, increased rapidly from about 1,000 in 1969 to more than 6,000 in 1991, according to data from the Ministry of Health. 30 The development of this network of clinics was particularly visible in rural areas and poorer regions, which benefited disproportionately from an infrastructure-building programme called INPRES Kesehatan. 31 The launching in the mid1970s of JPKM ( Jaminan Pemeliharaan Kesehatan Masyarakat), a programme to support access to healthcare for the indigent, is a further example of how social security policies under authoritarianism targeted low-income citizens, although the coverage of this programme was very limited.
32
The 1997-98 Asian Financial Crisis represented a turning point for health insurance and social security programmes in Indonesia, as it exposed the vulnerability of many households to economic shocks. The Puskesmas network was hit particularly hard by cuts in social spending, which deteriorated the quality of service provision, and the economic crisis caused a sharp decline in health services utilization. 33 In response to these dramatic developments, national policymakers designed, in cooperation with the World Bank, a new social security package called JPS (Jaring Pengaman Sosial), which included a bundle of poverty alleviation initiatives and a health card to grant indigents free access to healthcare. 34 While the JPS health scheme was limited in scope and suffered from important implementation problems, it provided a blueprint for designing health insurance programmes as measures to alleviate poverty and inequality. Indeed, a radical expansion of health insurance for the poor took place only a few years later, in 2005, with the launch of Askeskin, a programme offering free health insurance to about 60 million low-income Indonesians. Patients covered by this programme -expanded and renamed as Jamkesmas ( Jaminan Kesehatan Masyarakat) in 2007 -could receive a range of basic in-and outpatient treatments in Puskesmas and public hospitals by presenting their membership card. The implementation of Jamkesmas suffered from some crucial limitations such as low awareness of benefits among beneficiaries, and poor targeting and insufficient quotas in many districts, although there is strong evidence that the programme was instrumental in increasing access to healthcare among low-income Indonesians. 35 The implementation of large-scale social programmes such as Askeskin and Jamkesmas occurred while Indonesia was laying the foundations for a thorough overhaul of its social security policies. Law 40/2004, in particular, outlined the key goal of a National Social Security System (SJSN) that would merge all the existing social insurance programmes into a single, national, universal scheme providing all Indonesians with retirement pension, health insurance, workplace accident insurance and life insurance, benefits that are described as "rights" in various articles of the law. 36 The implications of this profound restructuring of Indonesian social policy for health insurance programmes were substantial. 37 The new National Health Insurance scheme, JKN or Jaminan Kesehatan Nasional, mandates that all existing national and local government health insurance programmes be merged into the new programme, and that UHC be achieved by the end of 2019 through a gradual expansion of existing schemes that started in January 2014. In short, the approach to designing health insurance programmes in Indonesia has changed radically over the past five decades. Initially conceived as employment benefits for small sectors of the population, health insurance programmes were incorporated during the New Order into a broader social security agenda. With democratization, large-scale health insurance programmes for the poor became key tools in poverty alleviation and development policy, and later, with the introduction of UHC as a major policy goal, access to healthcare was increasingly conceptualized as a social right for all Indonesians.
Health Policy in the Regions
Local governments have historically played an important role in Indonesian health policy. For example, village heads were important actors in the implementation of the already mentioned JPKM programme, as they had substantial autonomy on how to allocate the programme's funds. However, during the New Order, local governments had a limited scope of action in this policy area and, more broadly, in governance and development. On the one hand, local governments and villages in particular were tightly controlled by the central government with the intention to cripple opposition and political activism, 38 and development initiatives at the village level were often supervised by the military and other government agencies. On the other hand, resources available to local governments were very limited, and local administrators had to observe a wide range of restrictions for their allocation. As for health policy in particular, another factor limiting the involvement of local governments was that due to low demand for healthcare services and the prevalence of traditional healing practices, health projects were often not as salient as other development initiatives such as infrastructure building. 39 The implementation of decentralization reforms at the beginning of 2001 changed this policy landscape substantially by giving more power to local governments, and to districts in particular. For health policy and the emergence of UHC, the otonomi daerah (regional autonomy) project entailed two important developments. The first is that increased policy autonomy at the district level sparked a wave of policy experimentation and innovation in health policy. To be sure, the prevailing mode of citizen-politician relations in many Indonesian regions is still based on patronage politics, and local politics is often uncompetitive and dominated by predatory elites, as shown by early research on the outcomes of decentralization. 40 Yet despite such limitations, local governments in decentralized Indonesia have proven able to design innovative, reformist policies in areas such as primary education, procurement, sanitation, and participatory governance, with innovation in health policy in particular being identified as a key feature of Indonesian decentralization. 41 Starting from the early 2000s, a limited number of districts and cities implemented health insurance schemes with the goal of expanding access to healthcare substantially, especially among the poor. According to a study funded by the Indonesian Ministry of Health published in 2008, a total of twenty-four districts and cities had been implementing their own health insurance programmes for at least one year in 2007, and seventy-two others had already approved similar initiatives. 42 While these schemes, known as Jamkesda or Jaminan Kesehatan Daerah (Regional Health Insurance), varied substantially in their coverage, financing and implementation, 43 they all aimed at providing free or highly subsidized healthcare services to at least some residents, typically poor and often near-poor segments of the population. In some cases, however, local governments laid out more ambitious plans to reach UHC within their jurisdiction. A well-known example is the case of Jembrana in Bali, where the local government implemented a health insurance scheme providing all residents with free general care and some dental and specialist healthcare services that could be delivered both by public and private service providers. 44 Providing conclusive evidence that such local-level developments were crucial in informing national policy is arduous. However, it should be emphasized that early Jamkesda programmes preceded plans for the implementation of Askeskin, the first large-scale national health insurance programme, and that the launching of Askeskin in 2005 was perceived by some commentators and local government officials as being a reaction to local government activism. 45 This suggests that, to some extent, local health insurance programmes have facilitated the emergence of UHC in Indonesia by helping to put the issue of equity in access to healthcare on the national political agenda.
The second related development in health policy following the implementation of decentralization reforms is that new subnational inequalities in access to healthcare began to emerge. After the phase of policy innovation described above, Jamkesda programmes proliferated rapidly across the country. Comprehensive information on local regulations is absent, but available data indicates a largescale process of policy diffusion through which almost all districts adopted at least some form of Jamkesda between 2007 and 2013, the year preceding the launch of the JKN. A survey of local governments fielded in 2011 by the Center for Health Insurance Financing of the Indonesian Ministry of Health found that nationally, 479 districts and cities out of 491 had implemented a Jamkesda scheme or were planning to do so that year. 46 Furthermore, data from the same study suggests a dramatic increase in the number of citizens covered by Jamkesda programmes. In the seventy-two districts selected by the researchers for additional analysis, membership of regional health insurance schemes rose from 8,500 people in 2006 to more than 8 million in 2013; according to the same reference, these figures suggest an estimated membership of almost 70 million nation-wide for that year.
The rapid diffusion of Jamkesda schemes across Indonesian regions, however, should not be mistaken for policy convergence or success in improving access to healthcare. For one, wide subnational inequalities persisted in the implementation of local and national health insurance programmes. The effectiveness of the implementation of schemes such as Jamkesmas in covering low-income Indonesians varied substantially at the district level, 47 and Jamkesda programmes themselves were often transferred from one district to another without much planning or analysis of local conditions. Many Jamkesda plans were therefore plagued with substantial implementation deficiencies such as corruption, lack of transparency in membership criteria, poor institutionalization and financial unsustainability. 48 Furthermore, as local governments designed the features of local health insurance programmes in complete autonomy, their diffusion allowed the emergence of specific subnational health systems featuring different levels of healthcare coverage, benefits, involvement of service providers and financing strategies. In 2010, while many Indonesian regions still struggled with sluggish progress in building more inclusive and equitable health systems, the provinces of Aceh, South Sumatra, South Sulawesi and Bali were reported as reaching UHC within their territory, thus achieving this important policy goal about nine years before the national government aims to achieve that goal in 2019. 49 National policymakers showed increasing concern for such subnational inequalities in local health insurance policies and the implementation of national programmes, and thus tried to address this issue through two channels. First, to standardize and facilitate targeting procedures for Jamkesmas and other social security schemes, the Team for the Acceleration of Poverty Alleviation (TNP2K) was established in 2010 with the mandate to compile a single, integrated list of beneficiaries for all poverty alleviation programmes. 50 Second, since at least 2008, the Ministry of Health and PT ASKES, the agency in charge of implementing Askeskin/Jamkesmas, repeatedly stressed the importance of local government involvement in providing health insurance solutions for low-income Indonesians. 51 These efforts were formalized by the Health Minister in 2011 into a regulation, instructing that local government is responsible to cover all low-income citizens in their regions should they not be covered by Jamkesmas.
Against this background, a debate emerged in policy and academic circles about the role that local governments should play in the UHC era. One view, supported by key civil society organizations and some leading academics at Gadjah Mada University in Yogyakarta, including the future Vice-Minister of Health Ali Ghufron Mukti, emphasized the desirability of local government involvement in the new system on two grounds. 53 First, the potential of local government action in designing innovative policies could still be useful under UHC, allowing local governments to build on the national scheme. Second, it has been argued that local autonomy would increase government responsiveness by ensuring a better fit between policy outcomes and local-level preferences, an argument familiar to advocates of decentralized governance. Yet from a different perspective, advocated among others by Hasbullah Thabrany, a prominent health economist at the University of Indonesia, decentralized healthcare was seen as a threat to the transition to a new social security system because it was perceived to have exacerbated inequalities in access to healthcare. 54 Eventually, the latter view prevailed, and plans were laid out in 2012 for a gradual merging of Jamkesda schemes into the new JKN starting from early 2014.
To summarize, local governments have played an important role in the process of healthcare reform in post-Suharto Indonesia. In the first years after the implementation of decentralization reforms in 2001, some Indonesian districts and cities designed innovative health insurance programmes aimed at increasing coverage among the poor, thereby providing concrete examples of how public policy could be used to increase access to healthcare among low-income Indonesians. In the second half of the 2000s, Jamkesda programmes spread across Indonesian regions, but their institutionalization became the source of new subnational inequalities. As national policymakers were designing the new JKN, they decided to tackle such new imbalances by substantially re-centralizing the financing of health insurance programmes. In the next section, I analyze in greater detail the institutional changes that allowed the unprecedented activism of local government in health policy, showing their impact on the incentives for political elites to adopt reformist social policies.
Explaining Local Government Activism
The dual process of democratization and decentralization that profoundly restructured the Indonesian state in the early 2000s allowed the emergence of local government as a key player in health politics, as it increased substantially the autonomy of local political elites and changed their incentives to provide broad-based social services. In this new institutional setting, in which policy responsibilities were dispersed across multiple levels of government, health policymaking was a product of a complex web of interactions between national authorities and local government officials.
Decentralization and Multi-level Politics
Two laws passed in 1999 and implemented in 2001 laid the foundations of decentralized governance in Indonesia by providing for the functioning of three levels of government, namely national, province and district/city government. Law 22/1999 describes the responsibilities of different levels of government, and it incorporates principles of regional autonomy by granting districts, cities and provinces the prerogative to govern in accordance with the preferences and priorities expressed by their constituencies. With Law 22/1999, local autonomy was extended to a wide range of areas, excluding only issues related to foreign policy, defence and security, the judicial system, fiscal and monetary policy, religion and "other issues". For health policy specifically, Article 11, Paragraph 2 of the law lists healthcare as one of the "mandatory" functions of district/city government, thus providing a legal basis for district government policy initiatives in this area. Furthermore, while decentralization laws did not grant significant fiscal powers to local government, a system of intergovernmental transfers outlined in Law 25/1999 empowered local governments with unprecedented spending capacity. General allocation funds, in particular, known in Indonesian as dana alokasi umum, are resources that local governments can allocate in complete autonomy, and could therefore be employed to finance various kinds of social programmes. As a result of these new provisions, government spending became substantially more decentralized following the entry into force of decentralization laws, and local government revenues and expenditures increasing rapidly. 55 Decentralization laws thus provided the administrative and fiscal foundations for local government activism. However, health policy has been an area of shared responsibility in which various levels of government, including districts and cities, provinces, and the national government maintain substantial and overlapping prerogatives. To account for health policy outcomes in local government, it is therefore useful to think of the politics of health in Indonesia as an arena of interaction, cooperation, and at times confrontation among policymakers at different levels of government. One important feature of Indonesian decentralization is that the division of powers between districts and provinces has not been clearly defined, especially during the first few years of decentralized governance. The 1999 laws attribute most powers to district government, but they are vague about the prerogatives of provincial government and district-province relations. 56 As a result, provinces were rather marginal actors in the first years of decentralized governance in Indonesia, in health policy as in other policy domains. In 2004, however, decentralization laws were updated with Law 32, whose Articles 13 and 14 clarify that healthcare is a mandatory government function not only for districts, but for provinces as well. This update to the decentralization laws was an important development for health policy in the regions, because it designated healthcare as an area of shared responsibility, in which both district and province government were entitled to undertake policy initiatives they considered appropriate.
For Jamkesda programmes specifically, Law 32/2004 provided the legal foundations for provincial governments to design and implement their own health insurance programmes, opening new policy spaces for cooperation between provinces and districts in this field. Indeed, in the mid-and late-2000s, some Indonesian provinces started to plan health insurance schemes in which they would co-finance district healthcare costs and work together with districts in their jurisdictions to target and socialize new multilevel health insurance plans. 57 For example, in the province of Bali, after a process of negotiation between district and provincial authorities over their financial contributions, a health insurance scheme providing UHC to the province's residents was approved in 2009 and began to be implemented in 2010. 58 While the features of such multi-level cooperation agreements varied substantially across regions, the involvement of provincial governments and the emergence of intergovernmental cooperation was important in tackling shortcomings of Jamkesda programmes implemented at the district level, as provincial governments, being larger administrative units, are typically endowed with larger budgets and a more professionalized workforce.
Second, the design of national health insurance schemes allowed local governments to play a crucial role in influencing policy outcomes, because the targeting and the socialization of programmes such as Askeskin and Jamkesmas relied heavily on input from district governments. 59 Since district governments were simply granted a coverage "quota" by national policymakers, they had discretion in deciding who would qualify as a programme member, in informing their residents about benefits and claim procedures, in distributing the health cards needed to receive free treatment, and so forth. Furthermore, Jamkesmas quotas were in many districts insufficient to cover the poor population. While some poor districts received generous quotas, others were intentionally allotted a smaller quota than they needed to cover their indigent residents. 60 This ensured that local governments would maintain a pivotal role in expanding access to healthcare even in the wake of large-scale intervention by national authorities.
Finally, as national efforts in this policy area gradually consolidated and became more credible, new policies from Jakarta were sometimes met with scepticism or even outright opposition in certain regions, as they were seen by some as threatening regional autonomy and the continuity of existing Jamkesda schemes. Most famously, the province of East Java and the districts of Rembang and Tangerang challenged the constitutionality of Law 40/2004 on the grounds that it violated the right of regions to choose health policies according to local needs. The resulting Constitutional Court Decision 007/PUU-III/2005, while upholding the law, clarified that local governments were entitled to design Jamkesda programmes under the JKN, and to complement and expand national policies as they deemed appropriate. Such developments indicate that local governments, even in the wake of large-scale national programmes, were not mere implementers of central policies. Rather, health insurance policy outcomes in Indonesia have been derived from a process of interaction and negotiation among political elites at different levels of government, a process that has been cooperative at times, while also contentious at other times.
Incentives for Local Politicians and the Politics of Vertical Diffusion
So far, I have focused on the institutional features of decentralization reforms and social policy programmes that allowed unprecedented policy autonomy and activism in healthcare policy by local governments. To understand exactly how such sweeping institutional changes relate to healthcare policy outcomes, however, we need to look more closely at the role of local political elites in Indonesia, and more specifically at how they have responded to the introduction of local direct elections for local leaders.
These elections, known by the Indonesian acronym pilkada, were introduced through Law 32/2004 and they have been regularly implemented since June 2005. To many Indonesian and foreign observers, pilkada elections are a crucial step towards democratic consolidation in Indonesia's regions, as they empower citizens to vote out of office elected politicians who do not perform well. 61 The prospect of pilkada elections introduced new incentives for local politicians to promise, and later implement, pro-poor policies such as free healthcare programmes. While many local incumbent politicians have continued to follow old scripts of patronage politics to secure re-election in the era of direct democracy, others have invested in acquiring a reputation as "reformers" or pro-rakyat (pro-people) leaders by decisively using public policy to pursue this goal. 62 For example, in an early account of pilkada elections, Priyambudi Sulistiyanto argues that the resounding electoral success in 2005 of the incumbent regent of Bantul, a district in the Special Region of Yogyakarta, was due precisely to the implementation of popular policies such as a new insurance scheme for rice and chilli farmers, free food allowances for school children, and a reform of the local clinic system that substantially improved access to healthcare for the rural poor by lowering the cost of services. 63 The rapid policy diffusion process that Jamkesda schemes experienced in the late 2000s is therefore closely intertwined with a new appreciation among local political elites that social programmes could be a very effective asset in electoral competition, and indeed free healthcare programmes have featured as prominent issues in several electoral campaigns. 64 A related development that aptly illustrates the expediency of reformist social programmes in securing electoral support and fostering political careers is that a pro-rakyat reputation has, in a few cases, propelled local politicians to prominence on the national stage. Perhaps the most obvious example is that of Joko "Jokowi" Widodo, the current President of Indonesia, and Basuki Tjahaja "Ahok" Purnama, the current governor of Jakarta. These two reformminded district heads from provincial Indonesia teamed up in 2012 to form an electoral ticket and win the most coveted position in Indonesian local government, the governorship of Jakarta. One of the key elements in their successful electoral platform was the proposal of a health insurance programme that would cover all Jakarta residents who lacked health insurance. Since its implementation in October 2012, millions of membership cards called Kartu Jakarta Sehat (KJS, or Jakarta Health Card) have been distributed granting free access to a range of outpatient and inpatient healthcare services. In an interview with the author, Ahok observed that the KJS programme closely mirrored the policies he implemented as the head of Belitung Timur district in Sumatra, where he extended existing health insurance programmes to reach UHC well before the transition to JKN. 65 Other prominent local leaders have followed similar career paths by leveraging on the electoral appeal of "free healthcare" programmes, as they capitalized on their reputation as "pro-poor" leaders by proceeding from district heads to governors. These include Golkar heavyweights in regions outside Java, such as Alex Noerdin, former head of Musi Banyuasin district and now governor of South Sumatra, and Syahrul Yasin Limpo, former head of Gowa district and now governor of South Sulawesi. As these popular local leaders transferred the programmes they implemented in their home districts to the provincial level, Jamkesda policies thus experienced a process of "vertical" diffusion that was closely tied to new career incentives amplified by democratization and decentralization.
Conclusion
This article has investigated the process through which UHC has emerged as a key policy goal in Indonesia. While existing studies of UHC reform focus exclusively on national politics to account for reform adoption, I have analyzed the role of local governments and interactions among policymakers at different levels of government. The evidence presented here indicates that while national health insurance plans were instrumental in increasing access to healthcare in Indonesia, it was local governments that pioneered UHC in some Indonesian districts and provinces. I have argued that such developments at the local level resulted from sweeping institutional reforms that empowered local governments and changed incentives for local politicians to promise and implement pro-poor social policies. Rather than being an exclusive prerogative of national politics, the transition to UHC in Indonesia has been the product of a complex interplay between national and local policymakers at different levels of government.
As we think about the implications of these findings for Indonesia and the comparative literature on social policy in the developing world, some important caveats should be kept in mind. First, progressive social programmes that are well-designed, adequately funded and successfully implemented are the exception rather than the rule at the level of local governments in Indonesia. On the one hand, while it is undeniable that many local governments have implemented innovative policies that have improved the condition of the most vulnerable and consolidated good governance practices, patronage politics is still widespread in local as well as national electoral politics. 66 On the other hand, it is important to highlight that reformist policies such as Jamkesda schemes and similar free healthcare programmes can coexist with corruption and exclusionary implementation practices, 67 and that they are often designed to provide ample discretion in service delivery. Second, this article has not delved into the expansion of access to healthcare, namely how free healthcare and UHC programmes are actually implemented, a question I have investigated elsewhere. 68 To be sure, as mentioned above, there is evidence that these kinds of schemes have been successful in significantly increasing the utilization of healthcare services among the poor. However, additional research based on case-study analysis is required to ascertain the quality and the actual accessibility of the services provided, and longitudinal studies are needed to assess if higher utilization is indeed improving health outcomes. Third, this article is unable to extrapolate the applicability of these findings on Indonesia to other low and middle-income countries. Further research can investigate if, and to what degree, local government initiatives can serve as a catalyst for UHC reforms in institutional settings that are different from the one analyzed here. Finally, more attention should be devoted to the study of subnational variation in policy adoption, design, and the quality of implementation, and to identifying the drivers of divergence in local-level policy trajectories.
The case of health reform in Indonesia, however, suggests some observations about the role of local government in reforming social policy in developing countries. The first is that, in many respects, local developments in Indonesian health policy are typical of a much larger set of decentralized political systems in which the local government plays a key role in fostering social welfare, or, through inaction, in failing to do so. The uneven diffusion of healthcare reform in Indonesian local government, and the mixed record of Jamkesda implementation, are an apt illustration that decentralized governance can have contrasting outcomes, and that local-level factors may be crucial in moderating the effect of radical institutional reforms implemented at the national level. More specifically, the case analyzed here indicates that the policy outcomes associated with democratization can vary dramatically at the subnational level. Second, with regard to the debate on UHC specifically, the Indonesian case suggests that innovative policies implemented by local governments might have a transformative impact on the lives of many by substantially reducing the costs of healthcare. As discussed, the generalizability of this model and its sustainability should be further investigated, but in the several years where a large proportion of poor Indonesians lacked adequate health insurance coverage, support from the local government was an important factor in encouraging them to seek health counselling and treatment. Moving towards UHC can be a long and difficult process in low and middle-income countries, and local government initiatives can tackle the imbalances and the uncertainties associated with such transitions. Finally, this article has highlighted the importance of local elites and electoral incentives for social policy in recently democratized countries. While Indonesian activists and civil society organizations may be growing increasingly assertive in Indonesian politics, bottom-up mobilization was a marginal factor in the proliferation of Jamkesda programmes. Rather, it was the top-down, opportunistic, electorally motivated exploitation of slogans such as "free healthcare" and "health for the people" by local politicians that drove the rapid expansion of regional health insurance schemes.
The road to making quality healthcare services accessible for all in Indonesia and neighbouring countries in Southeast Asia is still long and uncertain. As national governments devise policies to approach this goal, a synergy among a wide range of stakeholders such as politicians, bureaucrats, civil society organizations, service providers and pharmaceutical companies is crucial. The Indonesian case shows that local governments can be one of several key actors in reforming healthcare by catering to the preferences of local communities, but it also shows that increased local autonomy can widen subnational inequalities. Deciding how to solve the tension between policy responsiveness and inequality is an essentially political choice, one that all diverse, decentralized nations such as Indonesia should discuss transparently and exhaustively.
